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GENERAL CONSIDERATIONS 


First of all remember that the diagnosis of tuberculosis is not a sentence 
of death as it was supposed to be thirty or more years ago. The evidenceam™ 
of disease in early cases often completely disappears, and under modem 
treatment more advanced cases can be restored to health and work. 4 
Secondly, remember that the atmosphere of the building in which youwaEE 

are living depends on the attitude of the individuals therein. Do not boreaaam 
your neighbors with repeated discussion of your symptoms. Don’t frighten sam 
a new patient with gloomy or terrifying predictions. Don’t isolate yourself 
from your neighbors. Solitude is apt to have the effect of magnifying outa 
of all proportion minor irritations.’ 


An extract from “On Getting Well” a Booklet given to all Patients 
of Devitt’s Camp 


DEVITT’S CAMP, INC. 


ALLENWOOD, PENNA. 


(TUBERCULOSIS) 
ON WHITE DEER MOUNTAIN 
WILLIAM DEVITT, M.D. 20 miles southweast of ROSS K. CHILDERHOSE, im 
Superintendent and Physician Williamsport, Pa. JOHN S. PACKARD, Mi@ a 


in charge Associate Physicians 


IA SANATORI 


BELMONT 
California 


| 

Located in the well-known sunny belt of the Peninsula, about thirty 
, miles south of San Francisco. Large park, semi-rropical 

grounds, walks especially laid out for 

| graduated exercises. 


Not too hot in summer, not too cold in winter. 
| Two physicians on duty day and night. 
Graduate nurses. 


DR. MAX. L. ROTHSCHILD DR. HARRY C. WARRES 
Medical Director 
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DISEASES 


Editorial Comment 


To Our New 
Readers 


THIS ISSUE of the DISEASES 
OF THE CHEST publication 
will come to many readers 
for the first time. The journal is now com- 
pleting its first year in the field of med- 
ical sciences. It is the aim and purpose of 
the editorial staff of DISEASES OF THE 
CHEST to bring to the busy physician 
short, concise articles on chest diseases 
written by specialists with long training 
in this branch of medicine. 

The editorial policy of DISEASES OF 
THE CHEST is, first, the early diagnosis of 
chest diseases and, second, segregation of 
the open case of tuberculosis. 

Our Motto: “CLOSE THAT CAVITY!” 

You will find a special subscription of- 
fer on the back inside pages of this jour- 
nal. M.K. 


The Field of 
Chest Diseases 


A FEW BRIEF YEARS have 
brought about a_ great 
transition in industrial 
medicine. Surgery for the injured was 
formerly the only interest taken in the 
health of the employed. Today industry’s 
greatest interest is in tuberculosis and sili- 
cosis, diseases undermining the health 
and efficiency of employees. It cannot be 
too strongly emphasized that the study 
and treatment of pulmonary diseases con- 
stitute a true’ specialty of internal medi- 
cine. Internists have always been prompt 
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“The most important factor in diagnosis in 
the majority of cases of pulmonary tu- 
berculosis is keeping the disease in mind.” 

Lawrason Brown, M. D. 


to recognize surgical conditions and refer 
such cases to surgeons, and in large med- 
ical staffs to have surgeons available for 
that department of-service. Surgeons who 
head the medical staffs of great corpora- 
tions should be as quick to recognize the 
value of specially trained men for the di- 
agnosis and treatment of pulmonary dis- 
eases. It is an insufficient service for the 
physician handling pulmonary cases to be 
able to read an x-ray film of the chest. 
Trained Phthisiologists, or Chest Special- 
ists, should be retained on all medical 
staffs of great corporations, to make the 
necessary clinical, pathological, etiological 


and economic researches. 0.E.E. 
Group IF GROUP INSURANCE is Car- 
Insurance ried by an industry for its 


employees a compensation pol- 
icy for sufferers from silicosis is as prac- 
tical as it is for other diseases and for in- 
juries. To the extent there is disability in 
silicosis, it is permanent, and the disease is 
not amenable to treatment. 

Tuberculosis is a much more compli- 
cated situation. The disease in its minimal, 
moderately advanced and many cases from 
the far advanced group is amenable to 
treatment and may not result in total dis- 
ability, but only partial. If treatment can 
prevent serious permanent disability it is 
greatly to the interest of the patient, to 
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the industry purchasing group insurance, 
and to the Insurance Company itself, that 
treatment of tuberculosis be a feature of 
the policy. Experience has proved that 
compensation to the sufferer from tuber- 
culosis, even though adequate, is not al- 
ways used-to the best advantage by the 
patient himself for the treatment of his 
disease and his temporary disability may, 
through such neglect, become a permanent 
one. The policy should, therefore, provide 
for hospital treatment of tuberculosis for 
at least one year before a permanent rat- 
ing is given and the case placed on com- 
pensation status only. 0.E.E. 


Our Kansas City WE HAVE recently re- 


Meeting ceived the following 
letter which of 
great interest to all members of the 


FEDERATION OF AMERICAN SANATORIA. 


“T am glad to inform you that the coun- 
cil on the scientific assembly at its meet- 
ing held a few days ago in Chicago de- 
cided to have one session in the section 
on miscellaneous topics at the Kansas 
City Session of the American Medical 
Association for the purpose of a program 
dealing with tuberculosis.” 

OLIN WEsT, M.D., 
Sec’y and Gen’! Mgr. 
American Medical Assn. 


This makes it possible for the Federa- 
tion of American Sanatoria to meet at 
the same time as the American Medical 
Association and to have a place on the 
program. It is the sincere hope of all of 
us that, eventually, a section on Diseases 
of the Chest’ will be permanently estab- 
lished by the American Medical Associa- 
tion. 


The importance of a continued educa- 
tional program, especially for the medical 
profession at large, on Diseases of the 
Chest, with special reference to tuber- 
culosis, is being recognized more and more 
by men who have chosen Diseases of the 
Chest as a speciality. It being our pur- 
pose to carry on such a campaign we 
therefore greatly appreciate the fine 
spirit of co-operation on the part of the 
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officials of the American Medical Asgo- 
ciation as is evidenced by the above com- 
munication. C.M.H. 


Cost of IN THE STUDY carried 
Hospitalization on by Doctor Frijof 
of the Tuberculous H. Arestad and which 

was published in the 
A. M. A. journal of December 7th, 1935, 
he discusses the daily per capita cost as 
gathered from the reports from 410 sana- 
toria, 89 tuberculous departments and 15 
preventoria. The average daily cost per 
capita are given as follows: 


Veterans Bureau Hospitals $3.98 
Other Federal Hospitals 3.66 
State Sanatoria . 2.01 
County Sanatoria . 2.10 
City Sanatoria . 2.04 
Private Sanatoria . 2.94 


From the above figures it is easily no- 
ticeable that of the tax-free sanatoria, the 
Federal Hospitals are the most expensive 
to operate. The next most expensive are 
the County sanatoria, the third most ex- 
pensive are the City sanatoria, and the 
least expensive are the State sanatoria. 

Although the private sanatoria ranks 
third in the cost per capita per diem, it 
must be remembered that the Federal, 
State, County and City costs are for actual 
operation and do not have taxes, deprecia- 
tion and interest on investment and in- 
surance. While the private sanatoria have 
all these extra costs to meet besides the 
cost of actual operation. 

From the above figures one can see the 
position in which private sanatoria are 
placed, when it is considered that they are 
paying taxes for the upkeep of competitive 
tax-supported institutions, that are in 
many instances much more expensive to 
operate than the private sanatoria. 

In the great majority of instances these 
private sanatoria are paying taxes on 
empty beds, while nearly all tax-supported 
sanatoria have waiting lists. We feel that 
when the medical profession fully realizes 
this situation, steps may be taken to cor- 
rect this mal-adjustment between the tax- 
supported and the tax-paying sanatoria. 


C. M. H. 
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IN AN ARTICLE in this 
issue, Dr. M. A. Thom- 
as, a colored physician 
in Atlanta, Georgia, brings home to us 
rather forcibly the plight of our Southern 
Negro population. What he writes con- 
cerning his people in Atlanta is true to a 
large extent throughout our Southern 
States. The tuberculosis death rate in the 
Negro race in this section far exceeds that 
of the white population—often in a ratio 
of 4 or 5 to 1. 


Indeed, tuberculosis ranked seventh as 
a cause of death among the white popula- 
tion and second among the Negroes in the 
south in 1934, The actual incidence’ of the 
disease among these people can not be ac- 
curately estimated. 

There must be some cause for this wide 
variation, and it appears that Dr. Thomas 
has called our attention to the most im- 
portant factor when he points out that 
there are relatively few hospitals or sana- 
torium beds available for the colored pop- 
ulation. This not only means that the tu- 
berculous Negro is not given the benefit 
of proper care, but, and equally important, 
the open case is not segregated as he would 
be were sanatorium beds available. There 
is undoubtedly some virtue in educational 
activities among these people but educa- 
tion will only scratch the surface, without 
facilities to carry out proper treatment 
and without the segregation or isolation 
of a larger number of the open cases. 

There is considerable controversy re- 
garding a possible greater susceptibility 
of the colored race to tuberculosis. The 
Tuberculosis League of Pittsburgh in an 
extensive report, “Tuberculosis and the 
Negro in Pittsburgh, (1934)”, revealed 
that the tuberculosis death rate in 1933 
for Pittsburgh Negroes was 247.3 per 
100,000 population as compared to 40.9 
for white persons. The report states: 


The Tuberculous 
Negro 


“The degree of admixture of Negro blood 
Seems to be an unimportant factor in the 
tuberculosis rate as the incidence of dis- 
ease varied but slightly in light or dark 
negroes’. And further, “In any population 
group, regardless of race, where poverty 
is associated with over-crowding, lack of 
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privacy, lack of sunshine and ventilation, 
and ignorance of the laws of hygiene, a 
high rate of tuberculosis may be expected. 
The high rate revealed in the local Negro 
is therefore not surprising. Nor is it to 
be wondered at that 17.5 percent of the 
children under five reacted to the tuber- 
culin test; that almost half of the infected 
children under ten showed evidence of dis- 
ease; and that the rate of adult tuberculo- 
sis in children under fifteen was exceed- 
ingly high (3.3 percent). Because of the 
high rate of infection and disease dis- 
closed in the children, especial considera- 
tion of their needs is warranted if the 
prevalence of tuberculosis is to be low- 
ered in the oncoming generation. Contact 
between the open case and the child must 
be broken. The ideal means to this end is 
the hospitalization of the open case’. 


R. B. H., JR. 
Oral ON PAGE 20 appears an arti- 
Hygiene cle entitled “lhe Importance 


of Mouth Hygiene in the 
Treatment of Chest Diseases.”’ This is an 
important subject and should be studied 
by all of our readers. No examination of 
a patient, regardless of what the diagnosis 
may be in the end, is complete without 
a thorough study of the teeth and gums. 
Not a few abscesses of the lungs can be 
traced directly to mouth infection, dental 
caries or the inhalation of small loosened 
fillings. In the treatment of pulmonary 
tuberculosis, thorough dental examina- 
tions and care may be the important link 
between success and failure of the patient 
to respond to the usual academic method 
of treatment. We cannot emphasize too 
strongly the importance of oral hygiene 
under any circumstance, and especially, in 
the diagnosis and treatment of Diseases of 
the Chest. Cc. M. H. 


SKIN TESTS for tuberculosis are of no 
value clinically unless the positive re- 
actors are subjected to x-ray examina- 
tions. The positive tests merely indicates 
tuberculosis infection, the x-ray finds or 
eliminates active disease. 
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Modern Methods of Diagnosis and Treatment 


In Pulmonary Tuberculosis” 


THIS EVENING I am 
going to call your at- 
tention to some very 


BY 


ROSS K. CHILDERHOSE, M.D., M. Sc. (Med.) 


lignancy and abscess 
Hemoptysis.—(3) 
Blood spitting, esp.- 


practical points in Allenwood, Pa. cially when it is of - 


the recognition of pulmonary tuberculosis, 
and in the selection of appropriate meth- 
ods of treatment. Most practitioners con- 
sider the diagnosis of the early stages of 
this disease as difficult and requiring a 
specialized training. This is hardly true, 
because the early diagnosis in the large 
proportion of patients can be easily made 
if the physician will give a little time to 
the problem and remember a few diag- 
nostic points. 

Cough.—Primarily, the diagnosis de- 
pends upon us being ever suspicious and 
watchful of a chronic pulmonary lesion, 
and upon the care which we use in taking 
the history. It is a safe rule to be strongly 
suspicious of tuberculosis in any patient 
that has a “cold in the chest” or a cough 
lasting 5 weeks or longer. Chronic bron- 
chitis is not a disease entity, but is sympto- 
matic of some underlying condition (path- 
ological), such as bronchiectasis, abscess, 
malignancy, or, as it is more commonly, 
Tuberculosis. I believe that we are never 
justified in making a diagnosis of Chronic 
Bronchitis. While on the subject of his- 
tory, let me stress the importance of three 
other cardinal symptoms: 

Fatigue.—(1) Fatigue or the sensation 
of lack of endurance. The patient will 
frequently cemplain that he feels lazy or 
that he is unable to carry on with his usual 
daily work with ease. The patient then 
makes the mistake of not coming to his 
doctor immediately, but instead, tries to 
force himself to still greater efforts. 

Pleurisy.—(2) Past history of Pleurisy 
is indicative of tuberculous infection in 
90° of cases where no definite cause has 
been found. This, of course, excludes such 
causes as fractured ribs, pneumonia, ma- 

An address delivered to Luzerne County Medical 
Society (Pennsylvania) September 18, 1935. 
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fluid dram, 1 or more. Unfortunately pa- 
tients are often told that this blood is com- 
ing from a broken blood vessel in the 
throat, and the serious significance of the 
hemoptysis is lost. 

Percent of Cardinal Signs.—In a study 
of 300 cases of minimal Tuberculosis, the 
incidence of the five cardinal signs was 
found as follows: 27% had rales, x-ray 
evidence was present in 99%, hemoptysis 
as frequent as the rales, namely 27%, 
while the sputum was positive for tubercle 
bacilli in 35% of cases, and there was a 
history of pleural effusion in 12%. 

X-ray and Physical Examination.—Up 
to within recent years great importance 
was placed on the physical examination of 
the chest, and still is by many physicians. 
I must confess that valuable as is the 
physical examination, yet, I place more 
confidence upon a carefully taken history 
and a good x-ray picture. Unfortunately, 
x-ray films may be of poor quality, and 
therefore, of difficult interpretation, but a 
properly exposed picture will reveal tu- 
berculosis lesions long before rales can be 
heard by the stethescope. This superiority 
of the x-ray over the physical examination 
has been strikingly brought out in a com- 
parison of the physical findings, and the 
x-rays of 1,000 patients having tuberculo- 
sis. There were none of these that had 
definite physical findings, but did not have 
x-ray evidence. In 200 of them the extent 
of the disease was present by x-ray, but 
the physical signs were normal. In other 
words, 400 cases would have been missed 
had not an x-ray been taken. In another 
study, made at the Trudeau Sanatorium, 
of 500 patients with cavities in their lungs 
as shown by the x-ray, the physical signs, 
as indicating a cavity were present in only 
5%. These figures are startling in their 


FEBRUARY 193 
ical 

the 
agn 
= tier 
has 
| 
the 
seal 
fer 
ma 
nec 
this 
ma 
is 
tre; 
Thi 
Bri 
| ois! 
fac 

of 
dis 
one 
at 
Hi: 
eX] 
= col 
sis 
ab 
rio 
vel 
X-1 
the 
do! 
tio 
ag’ 
| 
mé 
th: 
ge 
ici 
lar 
oil 
be 
pa 
th 

\ 


1936 


demonstration of the inadequacy of phys- 
ical signs. 

Sputum.—Many physicians depend upon 
the sputum examination for their di- 
agnosis. Unfortunately, by the time a pa- 
tient has developed a positive sputum, he 
has advanced to open ulceration of his 
lungs. There are, indeed, many times that 
the diagnosis is puzzling, and the sputum 
examination is required to make a dif- 
ferential diagnosis certain. In the vast 
majority of patients, however, it is not 
necessary to depend upon the sputum, and 
this examination should be used only to 
confirm a diagnosis that has already been 
made. Strange to say, a positive sputum 
is of more importance in evaluating the 
treatment than it usually is in diagnosis. 
This point will be discussed shortly. 

Summary Diagnosis.—Lawrason 
Brown’s advice on the matter of diagnosis 
is most appropriate: “The most important 
factor in diagnosis in the majority of cases 
of pulmonary tuberculosis is keeping the 
disease in mind.” A combination of any 
one of the following, is sufficient to make 
a tentative diagnosis of the disease: (a) 
History of Pleurisy, (b) History of un- 
explained hemoptysis, (c) History of 
cough lasting 5 weeks or longer (d) Per- 
sistent rales heard after expiratory cough 
above the level of the second rib, ante- 
riorly, or above the level of the fifth dorsal 
vertebra, posteriorly, (e) Evidence on the 
x-ray film of pulmonary pathology above 
the second rib, anteriorly, or the fifth 
dorsal vertebra, posteriorly. A combina- 
tion of any two will make a definite di- 
agnosis. 

Treatment of Hemoptysis.—The treat- 
ment requires much more care and study 
than does the diagnosis. This fact is not 
generally appreciated because many phys- 
icians consider that the only treatment is 
largely in keeping the patient quiet, and 
giving him varying quantities of cod liver 
oil and cough mixtures. That may have 
been true 20 years ago, but tuberculous 
patients deserve modern methods of treat- 
ment just as do diabetic patients. Even in 
the treatment of Symptoms, we are chang- 
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ing our methods. For example, we never 
give morphine in the treatment of hemop- 
tysis. The first effect of morphine is to 
abolish the cough reflex, and though the 
bleeding may (and usually does) continue, 
yet, it is not expectorated, and flows into 
healthy parts of the lung. Almost in- 
variably, this blood carries with it tubercle 
bacilli, and we have a subsequent spread 
causing either a mild or severe tubercu- 
lous pneumonia. I have seen patients 
drown in their own blood because they had 
been given morphine or codeine. If the pa- 
tient is restless or frightened, one of the 
Barbituric acid derivatives is all that is 
necessary to control his fears. Morphine 
and codeine have no memostatic action of 
their own. Nearly all hemoptysis will stop 
of their own accord, and the only reliable 
method of controlling the bleeding is by 
pneumothorax. 

Calcium therapy.—The use of Calcium, 
Parathyroid Hormone and _ hemostatic 
serum, have been given up as useless. The. 
routine use of calcium in tuberculosis has 
also been dropped because we believe that 
tuberculous patients do not suffer from a 
hypocalcinaemia but that they have a 
normal supply and further, that calcifica- 
tion of a lesion will not occur for some 
years after the lesion is healed. The lesion 
must be thoroughly fibrosed before calci- 
fication will take place. 

Cough.—The cough is one of the minor 
symptoms that we are called upon to treat. 
We use codeine liberally to check an un- 
productive cough, but never a productive 
cough. Severe paroxysnis of coughing re- 
quire good doses of codeine because the 
paroxysms are not only exhausting to the 
patient, but they frequently cause, by their 
mechanical hammering on the stomach, 
vomiting. This is itself too hard on an al- 
ready undernourished patient. 

The symptomatic care is simple, but it 
should not cause us to forget the basic 
principles in the treatment of this disease. 
These are, Rest, Nourishment, and Time. 
Fresh air is often included but, while nec- 
essary, it is not as important as the other 
three. In the past, far too much importance 
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was placed on Fresh Air, so much so, that 
people considered that it alone would cure 
them. I have seen quite a number of trag- 
edies caused by the patient being advised 
by some one to get out into the country for 
a few months, and get plenty of Fresh Air. 
The result was that the patient did not 
observe the fundamental ,laws of Rest, 
Nourishment, and Time, and, instead went 
for walks in the country or played golf. 
This is about the quickest way to cause 
the disease to advance. 

Time.—l think that we do not suffi- 
ciently realize the importance of the factor 
of time in the treatment of tuberculosis. 
The more we treat this disease, the more 
do we recognize that we are not giving 
sufficiently length of time to its treat- 
ment. Years ago, it was said that Tuber- 
culosis was a disease that was character- 
ised by recrudesences. That was because 
we did not know that it takes at least a 
vear to cure the smallest amount of tuber- 
culosis, and rarely do we see a patient in 
this early stage. The physician’s greatest 
difficulty in handling the patient is not 
when he is sick, because then he will fol- 
low the physician’s instructions implicitly, 
but it is when he feels and looks well. 
When our patient is feeling like his old 
self, then, it is very difficult to convince 
him that a slight amount of exercise will 
break down the delicate defense that he 
has so slowly built up. . 

The modern method of treatment is best 
exemplified in the many ingenious ways 
that have been devised to give artificial 
rest to the diseased lung. We realize that 
a localized rest to the lung greatly de- 
creases the tuberculous toxemia, and aids 
in the healing of the cavities. A collapse 
of this diseased portion of the lung, with 
its subsequent immobility, has three dis- 
tinct effects. 


Circulation.—(1) A decrease in the cir- 


culation of the part, and which, therefore, 
causes a decrease in the lymphatic drain- 
age with lessened absorption of the tuber- 
culous toxemia, and increase of fibrosis. 

Anoxaemia.—(2) A relative anoxaemia, 
with increase of the C02 tension in the col- 
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lapsed pulmonary tissues. These two fac. 
tors account for the almost miraculous im. 
provement in patients who have had arti- 
ficial rest. We can understand this by re. 
membering that decrease of lymphatic 
drainage means decrease of tuberculous 
poisoning, and a decrease of oxygen witha 
corresponding increase of C02 tension 
renders the soil most unsuitable for the 
proliferation of the tubercle bacillus. 

Closure of Cavities.—(3) While the 
above two factors are at work a third re- 
sult occurs in a good collapse; that is, any 
cavities present are collapsed, and their 
walls approximated. In a short time this 
causes a disappearance of tubercle bacilli 
from the sputum. We regard a positive 
sputum as a very serious menace, a menace 
not only to those with whom the patient 
associates, but also to himself. Sputum 
that contains tubercle bacilli will in- 
variably, in the course of time, cause a 
further spread, either in the same lung, or 
into the other healthy lung. We see so 
many patients who have had a broncho- 
genic spread from their own sputum, that 
we consider the first requirement of tu- 
berculosis therapy is to render the sputum 
free of tubercle bacilli. It is also safe to 
say that the majority of patients who have 
a positive sputum have already advanced 
to the stage of cavity formation. It may be 
true that the cavity is very small, but ero- 
sion has taken place sufficiently to liberate 
tubercle bacilli. With these requirements 
in mind, let us consider the various ap- 
plications of artificial rest and collapse 
therapy. 

Pneumothorax.—First of all, we have 
the familiar artificial pneumothorax. This 
has come into wide use, and unfortunately, 
the risks and dangers of it are not gener- 
ally realized. The technic is simple, but 
requires the utmost precision and _ thor- 
ough knowledge of tuberculosis. When air 
is insufflated into the pleural space, it 
tends to rise to the apex of the space in 
accordance. Fortunately, tuberculosis has 
a predilection for the apex, and thus there 
is a natural selection of the diseased area 
by the collapse. Various degrees of col- 
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lapse can be maintained sufficiently to 
close the cavities, and render the sputum 
free of tubercle bacilli. The recovery of 
the patient depends upon the degree of col- 
lapse obtained. It has been proven, with- 
out a doubt, that the more complete is the 
collapse, the lower is the ultimate death 
rate. For example, in a study of 600 pa- 
tients in whom pneumothorax was at- 
tempted and, who were followed for a 
period of 5-10 years, it was found that 
those who had a satisfactory collapse, 58% 
were in good health, and 22% were dead 


at the end of this time. In the group that. 


only had a partial collapse, there were 
22% in good health at the end of that time, 
and 58% were dead. In the group in 
which pneumothorax was attempted, but 
was unsuccessful because of pleural ad- 
hesions obliterating the entire pleural 
space, 15% were alive, and in good health, 
and 70% were dead. These figures are a 
striking proof of the absolute necessity to 
give the lung some form of artificial rest. 
The chances of your patient being alive in 
five years is raised from 15% to 70%, if 
he receives some form of collapse. About 
45% of our patients are able to receive 
pneumothorax treatment. It is evident 
that the success of the treatment depends 
upon its induction before pleural adhesions 
have formed, and should adhesions pre- 
vent a perfect collapse, these pleural ad- 
hesions must be severed. 

I have mentioned that the air rises to 
the upper part of the pleural space, and so 
apparantly selects for collapse that area 
that is diseased. In this way, by careful 
fluoroscopic control, one can maintain a 
collapse of the diseased area, and permit 
the healthy part of the lung to be ex- 
panded. In this manner, the vital lung 
capacity of the patient is not encroached 
upon to any great extent. If the vital capa- 
city is more than 2500 cc. after the first 
pneumothorax, then we are justified in at- 
tempting a bilateral pneumothorax, should 
the patient have a bilateral lesion. Nat- 
urally, bilateral pneumothorax requires 
much more attention and skill than the 
usual unilateral type, and is subject to 
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more pleural adhesions. The great restric- 
tion to pneumothorax is the matter of 
pleural adhesions. This brings me to the 
recently developed operation of intra- 
pleural pneumolysis. 

Intra-pleural Pneumolysis.—The opera- 
tion is performed under local anaesthetic, 
and the adhesions are severed either by 
galvano-cautery, or the .high frequency 
cutting current. The entire operation is 
done under the direct vision of the thor- 
acoscope. The thoracoscope is a modifica- 
tion of the cystoscope, and enables the 
operator to have a clear vision of the in- 
terior of the pleural space. A second can- 
nula is placed through the thorax a short 
distance from the thoracoscope, and in this 
cannula is passed the electrode. The ad- 
hesion is first coagulated to prevent 
hemorrhage, and then cut. It is now 
agreed that the high frequency current is 
much superior to the galvanic current, 
because of the less danger of hemorrhage 
and from the much fewer pleural compli- 
cations such as effusions. Unfortunately, 
not all adhesions can be cut. About 30% 
of adhesions are of the “fold” type which 
contain lung tissue, and therefore cannot 
be cut. About 70% of adhesion opera- 
tions are successful, the failures being due 
to these “fold” adhesions. Of these tech- 
nical successful operations, it is said that 
about 85%, after four years, were work- 
ing, and of those whose operations were 
only partly successful from a_ technical 
point of view, 50% were working. All of 
these patients have now a_ negative 
sputum. As I told you a moment ago, ap- 
proximately 15% of pneumothorax pa- 
tients who have an incomplete or unsatis- 
factory collapse, recover. By severing 
their adhesions, it may be possible to con- 
vert 70% of them into satisfactory col- 
lapses in which the recovery percentage 
is 60. The mortality rate from tnis opera- 
tion in a series of over 300 patients was 
1.5%. 

Phrenic Nerve.—While pneumothorax is 
used in the large majority of attempts to 
collapse or rest the lung, yet, there are 
quite a number of other methods. Prob- 
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ably the one next in common use, is the 
paralysis of the phrenic nerve; either a 
temporary crush or an evulsion of the 
nerve on one or both sides. A paralysis of 
the diaphragm is indicated in a number of 
conditions, the most important of which is 
a basal tuberculosis. The rest and relaxa- 
tion secured by this paralysis is very strik- 
ing and a rise of about 2-3 inches may be 
expected. Many times in pneumothorax 
treatment, where diaphragmatic pleural 
adhesions prevent a sufficient relaxation 
of the lung to cause a closure of the 
cavity, then a rise of the diaphragm is 
necessary. The operation is also done 
sometime in the reexpansion of the lung 
after a pneumothorax treatment is dis- 
continued. The reexpanding lung is often 
fibrous, and expands with difficulty. To 
prevent the healed lesions from being torn 
open in this reexpansion, it is often ad- 
visable to permit the diaphragm to rise 
and thus lessen the volume to which the 
lung must expand. The operation is per- 
formed under local anaesthesia, and a 
small incision 1” above the clavicle en- 
ables the operator to locate the phrenic 
nerve as it crosses the scalene muscle. The 
nerve is then either crushed for temporary 
paralysis, or evulsed for permanent re- 
sults. 

Somewhat similar to the phrenicectomy 
operation is the scalenotomy. This has not 
been practiced to any great extent al- 
though, the possibilities of it are great. 
The incision is made above the clavicle, 
and the Scaenius Anterior is located and 
severed. The other two scalene muscles 
are cut, and,the leverage action of these 
muscles on the first and second ribs, 
abolished. The operation causes a reduc- 
tion of the volume of the apex by 40%. 
The operation is applicable to those cases 
having small cavities located above the 
first rib. The operation is so simple, and 
causes the patient so little surgical shock, 
that it is having an increasing use in 
selected cases. In a series of 135 opera- 
tions, in which scalenotomy alone, or com- 
bined with phrenicectomy, were per- 
formed, it was found that 35% of these 
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patients were rendered negative sputum. 

Extrapleural Pneumolysis.—There is one 
type of operation that is not as well known 
as it should be, and if used more frequent- 
ly, would be of immense help in restoring 
our tuberculous patients to normal health. 
This is the “Extrapleural Pneumolysis”, 
In the contra-distinction to the intra- 
pleural pneumolysis or adhesion cutting 
operation, this operation is done outside 
the pleura, and is known as the “Paraf- 
fine Operation”. The purpose is to place 
a pad of paraffine between the pareital 
pleura, and the thoracic wall, and by so 
doing, we secure a localized compression 
of the lung. The patients selected for the 
operation are ones in which it is impos- 
sible to do a pneumothorax because of 
pleural adhesions. The incision is made 
either anteriorly or posteriorly, and a 
small portion of one rib is resected. The 
incision is carried down to the endo- 
thoracic fascia, where a blunt dissection is 
carried on, until a sufficient space has 
been obtained to insert a pad of a specially 
prepared paraffine, whose melting point is 
about 50 C. The dissection is carried on 
mostly over the area of the underlying 
cavity, and with the placing of the paraf- 
fine, the cavity is compressed, and closed. 
This operation has the advantage that it 
can be done on both sides in a bilateral 
case. The results show a large proportion 
of the patients are greatly benefited under 
this treatment. 

Thoracoplasty.—Any discussion of arti- 
ficial methods of collapse is not complete 
without a description of thoracoplasty. 
Thoracoplasty is essentially an operation 
whereby some or all of the ribs are re- 
moved, permitting a collapse of the 
thoracic wall, with a consequent collapse 
of the underlying lung. The success of the 
operation, like all other procedures of this 
type, depend upon the degree of the re- 
sulting lung collapse. The operation may 
be total in which all the ribs are involved, 
or partial, where only the ribs necessary 
to produce a localized collapse are re 
moved. Up to within the last two years, it 
was the custom to remove portions of the 
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ribs, but the resulting collapses were 
usually insufficient, and too much surgery 
was done at one time. The mortality rates 
were, therefore, high, and the operation 
was considered formidable. This old type 
of operation is giving way to the newer 
one where the complete rib is removed 
from its articulation with the spine, to the 
junction with the cartilage. However, not 
more than four, and frequently only three 
ribs, are removed in one stage. In the 
operation, the periosteum is left in place 
and in the course of time, new ribs form 
in the new position of the chest wall, caus- 
ing a permanent collapse of the lung. 
When more than one stage must be done, 
the upper three ribs are removed first, the 
periosteum touched with 10% formalin, 
so as to prevent too rapid bone formation, 
and an interval of three to four weeks 
given to allow the patient to recover 
thoroughly before doing the second stage. 
The operation is best done under cyclo- 
propane and gas oxygen anaesthesia. This 
newer technic has resulted in a very much 
lower mortality rate, and a greatly im- 
proved collapse of the lung. So successful 
is it that mortality rates now vary from 
5-10%, depending upon the operator. 
There are quite a number of reports in the 
literature of a bilateral partial thoraco- 
plasty, the removal of a few ribs on each 
side, for bilateral cavities. The reports 
show that the results are very satisfac- 
tory. 

Thoracoplasty is used in those patients 
in whom pleural adhesions prevent a 
pneumothorax therapy, and the results, 
when taking into consideration the low 
mortality rate, justify no hesitation in 
those patients who are reasonably good 
surgical risks. In this type of work it is 
highly necessary to have complete co- 
operation between the Tuberculous Spe- 
cialist, and the Surgeon. This team work 
has caused the great advance in the past 
few years. In a series of 3,000 thoraco- 
plasties by various operators, there was a 
death rate of 10%. Of these 3,000 pa- 
tients, in a five to ten year follow-up, 
35% were free of symptoms and working 
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and free of tubercle bacilli, and only 5% 
were made definitely worse by the opera- 
tion. Incidentally, there were on record 
twenty-two women who have had this 
operation and later have borne children. 

Continuance of Treatment.—With all 
these various forms of artificial rest, it is 
important to remember that while the 
lung is placed in a more favorable posi- 
tion to cure rapidly, the other factors nec- 
essary in the cure are not to be forgotten. 
This is a great mistake that is so often 
made, and disastrous results often follow 
neglect of this advice. It is particularly 
true of patients because they tend to place 
their entire reliance upon any special 
procedure and invariably start to work 
too soon. We see this is the tendency in 
physicians who advocate a return to work 
within three months or less, after pneumo- 
thorax has been induced. The question 
may then be fairly asked as to what guide 
we should follow in controlling the in- 
crease of exercise of these apparently nor- 
mal patients. It has been our practice not 
to permit any pneumothorax patient to re- 
turn to work under one year after the in- 
duction of the treatment. Tuberculosis is 
a very treacherous disease, and it is much 
safer to keep the patient resting a month 
or two longer than necessary than to take 
any chances of a breakdown. The average 
pneumothorax patient is usually able to do 
part time work in his second year of treat- 
ment, and full time in his third year. It is 
generally agreed that a lung should be 
kept collapsed for a period of not less than 
three years. The fibrosis is not suffi- 
ciently strong to permit a reexpansion 
under that time. Most men prefer to ex- 
pand the lung somewhere between the 
third and fifth year. 


Sedimentation Test.—I have come to 
place more and more reliance upon the 
blood sedimentation test. This is, I believe, 
the most delicate test we have of tubercu- 
lous activity. In patients who are up to 
their normal weight, have no fever, cough, 
or expectoration, and who feel well and 
look well, and in whom the physical ex- 

(Continued to page 30) 
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The Treatment of Tuberculosis 


in the Home* 


A PAPER on this subject 
can searcely be expected 
to offer a great deal that 
has not already appeared in 
the literature because, aside from rapid 
advances in surgical collapse, there has 
been no recent new treatment advanced 
por pulmonary tuberculosis. Hygienic 
treatment is still the chief savior offered 
the millions suffering from this disease. 
However, a symposium on tuberculosis 
would not be complete without a discus- 
sion of home treatment, for, after all, the 
vast majority of these cases must still be 
treated in the home. Perhaps a review of 
the situation will stimulate our efforts 
toward eradication of a disease with the 
third highest mortality rate in this state. 

Let it be understood that I do not believe 
that home treatment is the ideal treat- 
ment for this disease. It is merely a neces- 
sary substitute for sanatorium care and no 
substitute can be as good as the original 
article. Our economic condition is such 
that we must be content to care for a 
contagious disease without adequate isola- 
tion because there are insufficient beds in 
sanatoria or hospitals to provide proper 
segregation of the open cases. There are 
many champions of home treatment who 
contend that patients get well just as 
readily at home as anywhere, but these 
men fail to consider the public health men- 
ace provided: while a great many of these 
patients are-living at home. Can we, as 
physicians, feel perfectly safe in leaving 
a patient with open tuberculosis in contact 
with his family and friends, to a greater or 
lesser degree, for the necessarily long time 
required to bring about a cure? I think 
not. 

There are some other disadvantages of 
home care which do not bear directly on 
the public health problem, but which 
should be discussed in passing. Of these 


*Reprint from the Texas State Journal of Medicine, 
Oetober, 
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probably the most serious 
is the distracting influence 
of the home and family 
which interferes with prop- 
er rest and contentment of the patient. It 
is extremely difficult for a person to lie 
contentedly in bed while the rest of his 
world goes marching on. If he were among 
a group marching towards the same goal 
his progress would be more rapid. Fur- 
thermore, he would learn from the ex- 
perience and errors of others. Another 
disadvantage is that home treatment of- 
fers a fertile field for patent medicines, 
quack cures, diet cures, and other exploita- 
tion schemes preying upon the sick. It is 
also often impossible to provide the cor- 
rect diet in the home. 


The major considerations of home treat- 
ment are: (1) Rest regime; (2) diet; (3) 
adequate methods of segregation; (4) 
proper environment and accommodations; 
(5) medical supervision; (6) medication. 

Rest.—As Flinn has stated, rest is the 
only specific treatment for pulmonary tu- 
berculosis (1). In general the more com- 
pletely a patient rests, mentally and phys- 
ically, the more quickly will he be cured. 
A definite schedule must be given the pa- 
tient. At the beginning of the treatment, 
even in the incipient case, absolute bed 
rest with bathroom privileges only should 
be instituted. This complete bed rest may 
necessarily be prolonged over a period of 
months, depending on the progress made. 
As the symptoms and physical signs im- 
prove, concessions are made slowly. The 
patient is allowed to sit up in a comfort- 
able chair for fifteen minutes once or 
twice daily, the time to be gradually in- 
creased to one hour before the patient is 
allowed to walk about the house or ven- 
ture off the porch. 


Walking is the severest form of exer- 
cise allowed for many months, and it must 
be very gradually increased, the patient 
being very careful not to tire himself at 
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any time. The pulse, temperature, and gen- 
eral reactions must be closely watched dur- 
ing these periods of graduated exercise, 
and any untoward symptom should be the 
signal to go backward rather than for- 
ward. 

During all of these stages a definite rest 
schedule must be adhered to. A day’s rou- 
tine should run on the following schedule: 
At 6:45 the patient should arise and drink 
one or two glasses of water, warm or tap 
water. He should never be permitted to 
sleep through breakfast time. Breakfast 
should be served at 7:30, followed by a 
quiet hour in bed, with no reading or vis- 
itors. Lunch may be served at 12:30, fol- 
lowed by another absolute rest period of 
at least two hours in length; supper at 
6:00, and the patient should retire by 9:00 
o'clock. 

Visitors should be restricted, particu- 
larly in febrile cases, for talking in excess 
is detrimental exercise. Reading should be 
moderate and the literature should be of 
such a nature that mental activity is not 
greatly increased. The patient should have 
bed baths if extremely weak or exhibiting 
a high fever. Baths are weakening to the 
sick and should be limited to two weekly. 

Diet.—It is not sufficient to suggest a 
well balanced diet, for even with magazine 
and radio advertising the average person 
really does not know what makes up a well 
balanced diet. It is much better to write 
out a diet, with the patient suggesting 
foods that he prefers. All food should be 
prepared as simply as possible and yet be 
appetizing. Highly seasoned and fried 
foods are not to be sanctioned. Unless the 
patient is acutely ill or for any other rea- 
son is unable to assimilate a normal meal, 
it is not advisable to prescribe nourish- 
ment between meals. Six to eight glasses 
of water daily are essential. A quart of 
milk daily should be taken with meals. 
Raw eggs should not be a part of the 
diet. Regular hours for meals should be 
stressed. It is important that the physi- 
cian should occasionally check up on the 
diet and make any changes and sugges- 
tions necessary. 
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Segregation.—At the outset the purpose, 
importance, and methods of segregation 
should be thoroughly explained to the pa- 
tient and to the family, for it is through 
their co-operation that this program can 
succeed. The patient must have a room 
or porch to himself, which is well ventil- 
ated but not cold. Children should not be 
allowed to enter the sick room under any 
circumstances. All dishes, utensils, and bed 
clothes must be boiled and kept separate 
from those used by the rest of the family. 

The co-operation of the patient in this 
program is naturally esential. He must be 
taught to cover his mouth with tissues 
when he coughs or sneezes, and to expec- 
torate in tissues or sputum cups. The tis- 
sues and cups are to be destroyed by burn- 
ing daily. If possible he should have a pri- 
vate bath, but if this is impossible, it is 
up to him to be extremely careful in the 
common bath—to carefully clean up after 
himself. The person of average intelligence 
can learn quickly and is certainly not anx- 
ious to spread his disease, but it is neces- 
sary that the physician repeatedly remind 
him not to become negligent. 

Environment. — Toomer wisely wrote 
that: “Few patients possess sufficient self- 
control and the requisite degree of self- 
denial to carry out a protracted regime 
amidst the distracting influence of the 
home; and few friends possess the judg- 
ment to associate with patients who are 
attempting to carry out such a program 
and afford them the moral support which 
is needed (2).” He might well have in- 
cluded the family. 

The influence of the family and friends 
should be of the happy, hopeful type which 
radiates cheerfulness and confidence, and 
never shows worry or excitement over the 
patient’s condition. These things must be 
impressed upon the family. Their co-oper- 
ation in this connection more frequently 
than not turns the balance towards recov- 
ery. To this end, also, the accommodations 
of the sick room must be attractive, cheer- 
ful, and, of course, clean. It is not neces- 
sary to exist in a barren room with four 
staring walls and a falling ceiling to get 
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well from tuberculosis. 


Medical Supervision.—The average tu- 
berculous individual is emotionally as well 
as physically sick. Uncertainty and worry 
are two ills which cause restlessness and 
discouragement, and they must be allayed 
before the patient can get the most out of 
his rest regime. Therefore, aside from the 
general supervision of the case and the ac- 
tual treatment, the physician must contin- 
ually build up the morale of the patient 
and prevent his becoming discouraged. 
Cheerfulness and confidence must be the 
major virtues of the attending physician. 
After the diagnosis is made he must care- 
fully explain the patient’s condition, the 
requisites of a cure, and the probable out- 
come. He must explain why it is impossi- 
ble to predict accurately when the patient 
will recover and be able to return to a nor- 
mal plan of living. The family must be 
taken into the physician’s confidence. One 
cannot be too patient in this important 
phase of the tuberculosis problem. 

After treatment has been instituted the 
physician should make regular frequent 
visits to the bedside. Examination should 
be made at regular intervals and the 
course of the disease carefully watched. A 
record of the temperature and pulse should 
be kept for the physician’s examination at 
each visit. 

Medication.—Bed rest is the most im- 
portant “drug”’ in this disease. It is both 
a cough sedative and an antipyretic. Oc- 
casionally a mild cough syrup may be nec- 
essary, particularly at night. Opiates 
should be reserved for hemorrhage coughs 
only. Mild cathartics are sometimes neces- 
sary, but mineral oil preparations should 
not be used. Tonics and digestants have a 
very important use in many cases. A com- 
bination of dilute hydrochloric acid and 
pepsin taken with meals is frequently ben- 
eficial, especially in the markedly debil- 
itated patient. 

Intravenous injections of calcium prep- 
arations such as calcium cacodylate, cal- 
cium gluconate, or calcium chloride, alter- 
nating with similar injections of an iron 
and copper mixture, seem to be of value. 
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Calcium by mouth may be substituted jf 
preferred. Calcium is particularly jindj. 
cated in hemorrhage cases. 

In the properly selected case, tuberculin 
is of value, but because it is a two-edged 
sword its use had better be left to the phy. 
sician who has had experience with it. 

In general, the more closely the regime 
approximates sanatorium treatment the 
better the results. Unfortunately this ap. 
proximation is usually not very close. 

Economic Phase.—Before closing may | 
discuss the economic problem which I be- 
lieve faces the medical profession regard- 
ing this disease? Tuberculosis is costing 
the public entirely too much in mortality, 
in time, and in money. The wealthy per- 
son is, of course, not a problem. Even peo- 
ple of moderate means are able to enter 
sanatoria or a rest home for their treat- 
ment. But what of the indigent class? 
County sanatoria and state sanatoria, in 
most cases, are required by antiquated 
laws to accept only incipient cases for 
treatment. The purpose naturally is to 
take only patients who will be cured ina 
short time and to prevent the institution 
from becoming a haven for incurables. 
However, as a public health measure this 
method is practically useless. The cough 
ridden “open case,” who is dangerous to 
his associates, is refused admittance and 
allowed to spread his disease, although in 
many jnstances he could be cured if he 
could qeceive hospitalization. The working 
man faces somewhat the same situation. 
He cannot afford hospitalization and is not 
eligible for entrance to municipai institu- 
tions because he is not an indigent. Is it 
any wonder that he wants health insur- 
ance? Of all the diseases conducive to 
State medicine, tuberculosis is probably 
the greatest, and unless physicians provide 
much more adequate care and show better 
results in their combat with this disease 
we will soon have state medicine. Adequate 
segregation of at least the open case is the 
only procedure that will get these results. 

Tuberculosis is a socialistic disease, the 
eradication of which depends upon the 

(Continued to page 30) 
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What is Accomplished in Tuberculosis 


Among My Own Race Here in Atlanta 


THE CURTAIN rises upon 
scene one of the first act. 
It is a drama of Negro 
life. The picture shows one 
room of a little four-room threadbare cot- 
tage on the outskirts of Atlanta. In bed 
lay a young woman about twenty-five 
years of age. Her features are sharp and 
drawn. A pungent aroma of strong deo- 
dorant penetrates the heavy atmosphere. 

The extreme tranquility is broken every 
two or three minutes by a paroxysm of 
coughing, eminating from that frail bit 
of humanity lying there on the bed. After 
each cough, which shakes her body com- 
vulsively, she expells a mouthful of green- 
ish, thick sputum and then she goes into 
a sort of tantrum of throat clearing to 
get out a part which has cleaved to her 
larnyx. The viscid secretions rattled in 
her chest sounding like what many have 
called “death rattles.” 

Her mother, a woman well over sixty, 
sat in a chair beside the bed. On a small 
nearby table was an assortment of medi- 
cine in bottles of all sizes and descrip- 
tions. She was reading from a phamplet 
given her by the tuberculosis clinic. 

“Mother,” said her daughter Mary, 
“Why must I stay here in bed? I feel well 
enough to get up. I feel that I will lose 
my strength by staying in bed all of the 
time.” 

“It reads here, Mary,” said the mother, 
“to rest as much as you can. Maybe you’ve 
been needing a rest for a long time. Now 
is the time to take it. Stay in bed twenty- 
four hours every day. Rest, strict rest, is 
your main hope. Stay in bed until your 
doctor says you can be up.” “Mother,” she 
said, “I do not feel that I will ever be 
well ayain. I believe I waited too long be- 
fore going to the doctor. You remember 
when I had that side pleuresy in college 
before graduation year? I can just recall 
that my roommate kept up a bad cough, 
and she is now down with tuberculosis. 
I should have gone to the doctor then 
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and had an examination.” 

The little mother merely 
raised her head in acknow]l- 
edgment of this latest 
deduction by her daughter. What did 
she know about scientific diagnosis and 
modern treatment for T. Bs? She spoke 
softly “it must be the Lord’s will’. 

Mary was right. The clinic doctor had 
said her lungs looked on the x-ray pic- 
ture, as if bits of cotton had been stuffed 
into them. There were large circles in the 
tops of both lungs, which looked like huge 
signet rings. They had recommended 
that she go to the sanatorium but it takes 
months to be accepted there. Besides 
why leave all that is near and dear to 
one, when near the end? 

These wrinkled knuckles were washed 
bare to send three children to college. One 
sister dead, another across the hall sick. I 
glanced about the room at a table laden 
with school books and up to the walls, 
where a dozen diplomas or teacher’s cer- 
tificates hung. I thought of the lines 
“the moving finger writes and having 
writ moves on”. It must have been a 
reminiscence of my college days—a selec- 
tion from the Rubaiyat taken from Omar 
Khyyam. Tragically enough, having wit- 
nessed the above spectacle between a 
loving mother and daughter, I felt de- 
jected. 

Faith takes on renewed courage at the 
humbleness and servility of this Negro 
mother, in caring for a sick one-of her 
brood. The next Sunday’s paper carried 
her obituary on the last page. “The 
friends and relatives of Miss X are in- 
vited to attend her funeral at Tanner’s 
Chapel.” Pastor Brown spoke beautiful 
words over the inert form, draped be- 
neath a bed of flowers. He said, “‘it is 
the will of God.” 

In this bed to grave episode, I have car- 
ried the story further than usual for a 
point. We who read death statistics are 
prone to pass over the fact, that so many 
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Negroes died with tuberculosis, as sort of 
arithmetical figures rather than to think 
in terms of human suffering. We can al- 
ways readily understand when death 
strikes into our immediate family, then 
we want to move heaven and earth to 
right all of the wrongs. 

Bear with me a minute while I cite you. 
Taking 1930 as a sample year: In the city 
of Atlanta 190 Negroes died from tuber- 
culosis. Since the Negro population of 
Atlanta is about one-third that of the gen- 
eral population, this means the Negro 
death rate from tuberculosis was 210.9 
per 100,000. Living side by side with 
white people, we are prone to make com- 
parisons. During this same year 80 
white people died from tuberculosis in At- 
lanta or at the rate of 44.4 per 100,000 
population. The colored rate was four 
times the white rate in this disease. 

I shall not burden you with more fig- 
ures upon this point. Keep in mind, how- 
ever, that since 1923 when vital statistics 
bacame available in Georgia, that the 
Negro death rate has fluctuated mildly 
downwards, with an occasional yearly in- 
crease, while the white rate has steadily 
decreased without interruption. The state 
statistician made an observation that at 
the present rate of decrease, all factors 
remaining equal, it would take 100 years 
for the Negro death rate to fall to the 
level of the present white rate. 

At Battle Hill Sanatorium there are 58 
beds available to Negro patients and at 
Alto there are 85 beds. Comparatively 
speaking there are 171 beds at Battle Hill, 
the County Sanatorium, for whites and 
300 at Alto, the State Sanatorium. So 
far as general hospitalization goes, of the 
8000 hospital beds in and around Atlanta 
only 300 are available to Negro patients. 
Negro doctors may practice medicine and 
surgery in one private hospital, having a 
fifteen bed capacity. 

The next scene opens in a clinic room 
of the Atlanta Tuberculosis Association, 
where rightfully this story begins. There 
are two patients on the tables, with two 
pneumothorax machines, being operated 
by Negro physicians. A third doctor 
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serves as secretary to record the findings, 
Dr. Lang: Why is pneumothorax ad. 
vised in a great number of cases instead 
of other methods of collapse therapy? 
Dr. Thomas: Artificial pneumothorax 
has many advantages over other methods, 
Some of these are: safety, simplicity, con- 
trol of the collapse, control of hemor- 
rhage. It is a reversible procedure (air 
can be taken out as well as admitted to 
the pleural cavity). It can be used in the 
treatment of early uni-lateral lesions, bi- 
lateral partial collapse and can be used 
in conjunction with surgical procedures, 
Dr. Billings: What are some of the 
contra-indications to its use? 


Dr. Thomas: Whereas I do not believe 
that there are many if any contra-indi- 
cations to its use in pulmonary tubercu- 
losis, we may encounter several disad- 
vantages such as: incompleteness of col- 
lapse due to stiff walled cavities or 
pleural adhesions, air embolism, shifting 
of the mediastinum, pulmonary hernia, 
incidence of tuberculous empyema, inabil- 
ity of the lung to re-expand after pleural 
thickening and fibrotic contraction. 


Dr. Harper: Would you continue a 
pneumothorax if it failed to close a cav- 
ity? 

Dr. Thomas: To continue artificial 
pneumothorax in a patient who has an un- 
successful collapse is to hasten him to 
his grave. 
continued if phrenecectomy used in con- 
junction with the pneumothorax fails to 
effect the desired results. 

Before a patient is given air treatment, 
if he has had previous refills, note is 


made and read aloud of his last mano | 


meter readings and the degree of collapse, 
secured to date, also the amount of air 
taken each time. After finishing his 


treatment the patient is led into a dark § 


room and fluoroscoped. I might say be 
fore a case is started a conference is held 
over his x-ray picture to decide which 


form of compression treatment is suitable f 


for him. This is 
clinic. 

Downstairs is another examination 
room where all patients are gone over 


our pneumothorax 


The collapse should be dis- 
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and diagnosed or prescribed for accord- 
ing to their indications. A doctor gives 
skin tests to those who first come in, in 
order to screen out suspected cases of tu- 
berculosis. His x-ray film is brought in, 
if he has been recommended for such, and 
comparisons are made. 

In five years 3,218 Negro patients have 
been examined here and 727 patients have 
been diagnosed with tuberculosis, 282 or 
88 per cent have been sent to sanatoria. 
In the pneumo clinics 43 Negro patients 
have received compression treatment. 
Five Negro physicians report regularly 
now to do this work which was started in 
1932 and for the first ten months of 1935 
have held 51 pneumothorax clinics. A 
fair estimation of results is that about 
one third have received satisfactory com- 
pression (lungs have collapsed the dis- 
eased parts or closed cavities) while a 
third have been partially benefited. Still 
another third are in the unfavorable 
class. This clinic is operated on an am- 
bulatory basis and selections are not 
made of ideal cases alone, but rather, if 
we think we can give assistance at all. 
Three cases have been sent to Grady hos- 
pital for phrenic nerve operations. 

Outside of the clinic, in private prac- 
tice we have carried on compression 
treatment in 15 patients, with about the 
same comparative results shown in the 
clinic. These patients are also treated 
on an ambulatory basis. I recall one 
patient who has a successful collapse and 
who has never stopped doing janitorial 
work except for a few days, when the 
first treatments were made. Some of 
these patients start off paying for their 
treatments but eventually we have to send 
most of them into the clinic or to san- 
atoria. We have only hoped to bridge in 
the time between diagnosis and the time 
for sanatorium admission but due to the 
slow sanatorium turnover, I suspect we 
shall have them permanently on our 
hands, unless additional accommodations 
are set up in the State Sanatoria. 

We are doing educational work by giv- 
ing leciures and illustrations before clubs 
and schools. We contribute regularly an 
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article to the Negro press, written in the 
language of the laiety, on tuberculosis and 
its prevalence. Spurred on by an offer 
of the National Tuberculosis Association, 
to give free purified protein derivative 
for skin testing Negro college students, 
one of our doctors has skin tested the 
students at Morris Brown University. 

We have assisted the FERA in its ex- 
amination of at least 20,000 Negro women 
to determine eligibility for employment, 
as well as to skin test 50 children in the 
government nursery schools. We found 
some active cases of tuberculosis and 
many suspects, who were directed to the 
chest clinic at Grady or to the A.T.A. for 
substantiation of diagnosis. 

I believe that this contribution of the 
Negro doctors will help towards lower- 
ing the death rate in 1935 from tuber- 
culosis in Atlanta among Negroes. Our 
only hope is that we might be able to en- 
large our program, realizing that in a 
large city there can be no effective con- 
trol over such a scattered group of sick 
persons. The greatest factors we have 
to depend upon is the skill of the doctors 
and the accessibility of the patient to the 
clinic. 

We recommend for improvement in 
1936 the following items: , 

The addition of 100 beds for colored 
cases to Battle Hill and to Alto. 

The erection of custodial institutions to 
take care of the hopelessly sick patients 
from all diseases. 

The immediate opening of the chil- 
dren’s ward at Battle Hill which has al- 
ready been built and equipped. 

That there be provided a place for 
Negro physicians to do chest surgery 
either at Battle Hill or the City Hospital. 

To not only facilitate the training of 
Negro doctors and nurses in the City and 
County or State institutions but arrange 
for the appointment of the best suited of 
these professional people, to appointments 
as public health officers. In this respect 
they might give the advantage of their 
training to the masses of Negroes with 
mutual benefit of both citizens and the 
doctors in mind. 
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DISEASES OF THE CHEST 


The Importance of Mouth Hygiene in the 
Treatment of Diseases of the Chest 


THE ORAL cavity being 
the port of entry for all 
food used by the human 
body, and with most bac- 
teria that enter the body through this 
channel, it becomes an important factor 
to give some heed to the importance of 
mouth hygiene in the treatment of disease 
and particularly those diseases that have 
to do with the respiratory tract. 

The original theory that infection was 
supposed to extend directly from the 
teeth to the source of infection; by means 
of aspiration and gravity, has been placed 
in a secondary role and now it is conceded 
that the infection in most cases is carried 
to different parts of the body by circula- 
tion, particularly the lymphatics. In my 
opinion, both of these theories are equally 
important, although it is proven that most 
diseases caused by infection are carried 
through the blood stream. 

Food taken into the body through the 
mouth is mixed with saliva, which car- 
ries with it any bacteria that maybe in 
the mouth at the time. It is well known 
that the mouth is filled with bacteria al- 
most from the minute of birth. Most of 
these bacteria are harmless and many of 
them are necessary and beneficial; but 
bacteria like Vincent’s spirilla and the 
tubercle baccilus are pathogenic and if 
prevalent in any large amounts do untold 
damage to the body. 

A patient suffering from tuberculosis 
or any other chest condition, or disease 
of the respiratory tract, with which we 
are at present concerned, has enough to 
fight off this condition without added load 
swallowing of virulent bacteria with 
every mouthful of food; or having them 
absorbed through the lymphatics and car- 
ried to the affected parts. We could go 
on to show how these bacteria cause many 
of the infectious diseases of the body, but 
in this paper we will limit the subject 

*Chief of staff, Dental Department, 
Lebanon Hospital, Los Angeles. 
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to the chest and respira. 
tory tract. 

The toxic symptoms of 
oral infections are so sim- 
ilar to those of tuberculosis, that they 
are often interpreted as due to tubercy. 
losis among the tuberculous. This is be 
cause the clinical manifestations are not 
easily distinguished from the clinical 
symptoms of tuberculosis. 


In the diagnosis of pulmonary disease, 
lesions of the upper respiratory tract, 
particularly those associated with “Dead 
Teeth” should be kept in mind. Inter. 
thoracic disease secondary to perio-dental 
infection may closely simulate pulmonary 
tuberculosis. Recognition of lung abscess § 
consequent to dental caries and adequate 
treatment thereof, vield highly favorable 
results. 

In the matter of diagnosis, one must 
be very careful and sure of their findings. 
At autopsy, it is reported that many cases 
of pulmonary disease associated with den- 
tal lesions, are often missed clinically and 
are frequently passed on as tuberculosis. 
Possibly, many of these cases could have 
been cured had an early, accurate diag- 
nosis been made. This should encourage 
a closer relationship between internist and 
dentist for the benefit of the patient, es- 
pecially in the treatment of tuberculosis; 
as most patients with pulmonary disease, 
which may have its origin in the oral 
cavity, seldom go to the dentist first. 

The unfavorable conditions of the 
mouth making a ripe field for the inva- 
sion of bacteria, and causing them to er 
ter the chest or respiratory tract, either 
by direct aspiration or through the blood 
stream are as follows: 

1. Pyorrhea Alveolaris and _ trench 
mouth. 

2. Fillings with poor or rough mat- 
gins. 

3. Irritating dentures and bridges. 

4. Cavities and rough edges of teeth. 
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5. Loss of teeth causing recession of 
gum tissue around necks of teeth adjacent 
to teeth extracted. 

6. Lack of chewing properly because 
of lost teeth. 

7. Abscessed teeth and any special in- 
fection. 

It would be too lengthy to explain each 
of these causes in detail, but suffice it 
io say that any of these causes makes for 
an unclean mouth; with pockets filled 
with bacteria and which in time get into 
the respiratory system and lungs. To 
prove this point, it is shown that in hos- 
pitals where mouth prophylaxis is prac- 
tised before major operations, requiring 
the use of a general anesthetic; the per- 
centage of pneumonia after anesthesia is 
greatly reduced and in some hospitals al- 
most negligible. This procedure is prac- 
tised at the Mayo Clinic with the most 
favorable results. In time, this will be- 
come a routine procedure except in cases 
of emergency operations. Most Class A. 
Dental Schools require hospital intern- 
ship before graduation which will in time 
lead to this practice of mouth prophylaxis 
before anesthesia and hence, greatly re- 
duce pneumonia after anesthesia. It is 
easy to understand that bacteria can be 
drawn into the chest and _ respiratory 
tract during general anesthesia of long 
duration. 

In a survey of institutions treating res- 
piratory diseases, seven hundred patients 
are cared for by a visiting dentist. He 
reports, “when patients enter the institu- 
tion, almost all of them are dental “crip- 
ples,” most of them suffering from 
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pyorrhea and trench mouth. “Out of one 
hundred and sixty four patients examined 
at one institution, thirty five or twenty 
percent had trench mouth.” After a gen- 
eral prophylaxis, with the extracton of 
the very bad teeth and with instructions 
as to the care of their teeth, these patients 
showed immediate improvement in their 
general condition. 

Seventy nine percent of the American 
people do not see a dentist at any time. 
Of the remaining twenty one percent, a 
large proportion do not see a dentist ex- 
cept in cases of emergency (a tooth-ache, 
which is generally followed by extrac- 
tion). 

The proportion of people who see their 
dentist twice a year and brush their teeth 
twice a day, is still very small; which 
should put the physician on his guard in 
treating some of the diseases we have 
mentioned. 

Summary 

1. A closer relationship between phy- 
sician and dentist is necessary for an 
early, accurate diagnosis. 

2. Bronchitis, asthma, trachial sten- 
asis, embolic pneumonia, fusiform and 
spinallary of the lung; tuberculosis, ton- 
silitis and laryngitis may have a direct 
relationship to dental sepis. 

3. X-ray of the oral cavity, the elimi- 
nation of all dead teeth and all signs of 
infection is advised as soon as practical. 

4. A thorough prophylaxis is very 
necessary as soon as possible. 

5. The co-operation of the patient in 
the matter of dental hygiene cannot be 
stressed too strongly. 
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Tuberculosis of the Trachea as 


A Cause of Death 


IN REPORTING deaths as 
due to tuberculosis refer- 
ence is rarely, if ever, made 
to involvement of the tra- 
chea as being the immediate cause; there- 
fore, just how often this complication is so 
responsible, we have no way of knowing. 
Il have observed quite a number of such 
deaths, upon some of whom an autopsy 
has been obtained. 

At autopsy on our tuberculous patients, 
unless a special request is made, the tra- 
chea not usually investigated; and, 
even though this complication is found, the 
pathologist, aware or not of the clinical 
symptoms which preceded death, would 
hardly make note of it as being the im- 
mediate cause of death. 

These cases usually have some involve- 
ment in the larynx; but, in the cases I 
have seen, this has been comparatively 
small and would not lead you to suspect 
trouble below. 

The diagnosis is certainly not often 
made during routine examinations of head 
and throat. Bronchoscopic examination is 
not, of course, indicated in all our tuber- 
culous patients, but there are many in 
whom it is not only permissible, but ad- 
visable. 

Should the laryngologist, at his usual 
examination of the larynx made by the 
indirect method, find a case showing heavy 
viscid secretions clinging to the walls be- 
low the cords, he should advise such an 
examinatiaqn. 

Probably long before such a discovery, 
the medical man in charge should have 
been suspicious of this complication on ac- 
count of wheezy respiration, both inspira- 
tory and expiratory, and more or less con- 
tinuous; of mild or severe attacks of dys- 
pnoea relieved only by the raising, after 
much physical effort, of heavy, tenacious 
secretions; and should have requested this 
examination. These cases die of suffoca- 
tion as a result of their inability to expel 
the secretions which form in, and cling to, 
the diseased portions of the trachea—plus 
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that which usually must be 
raised from the lungs— 
and it is not pleasant to 
witness such a death. 

The diagnosis of tracheal involvement 
is too rarely made, or even suspected, and 
the patient dies and is buried with the 
simple diagnosis—“Tuberculosis of the 
lungs”; with, probably, “Tuberculosis of 
the larynx” as a contributing cause. 

Because of our hesitancy in using the 
brenchoscope, when a diagnosis of this 
complication is made, it is made too late 
to be of any help in our management of 
the case. 

The question might be asked, “What 
can be done for these cases, perchance dis- 
covered fairly early?” 

For such a question I may not have a 
ready response. However, I would have 
the satisfaction of making the diagnosis; 
I would do something, rather than noth- 
ing; I would not simply treat these cases 
as “‘Asthmatics”. 

I would know the cause and location of 
the ceystruction to breathing, and I would 
eliminate, or discover, other causes than 
Tuberculosis, be they simple or malignant. 

I might also, locate the cause of obscure 
hemoptysis, and I would be prepared to 
act promptly whenever distressing symp- 
toms should arise. 

By discovery of this complication | 
would prevent a patient, who might other- 
wise be considered a suitable one, from 
being exposed to a thorocoplastic opera 
tion; thereby protecting patient and sur- 
geon from taking an unnecessary and 
hopeless risk. 

In the cases that have come to autopsy 
the involvement, and extension, seemed to 
be from below upward. 

In one case there was found a general 
infiltration and thickening, rather evenly 
distributed, of the entire lower two-thirds 
of the tracheal wall and upper portion of 
left main bronchus, with only superficial 
ulcerations; the calibre of the traches 
being reduced to the size of a lead pencil. 
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Pine Crest Manor Southem Pines. N. C. 


- A private sanatorium for the TUBERCULOUS, 
wi “4 Pa located on a private estate of ninety acres, one mile 
from Southern Pines, six miles from Pinehurs:z. Alti- 
i tude 600 feet. Central Administration Building and 
twenty-two cottages. Treatment consists of the usual 
sanatorium routine with speciai emphasis on REST. 
Artificial pneumothorax and other surgical prece- 

dures employed when indicated. 
Descriptive booklet on request. For reservations, rates or other 

information, address 


JAMIE W. DICKIE, Physician in Charge 
Southern Pines, N. C, 


ASHEVILLE, NORTH CAROLINA 
North Carolina Small private sanatorium where individual care is 


given. Graduate nurses in constant attendance. 


"Che Land of the Sky” OR 
Rates $10.00 per week and up 
ve Land of the ky Mrs. M. L. Howell, Mgr. 


FAIRVIEW COTTAGE SANITARIUM AMBLER HEIGHTS SANITARIUM 


A modern sanitarium fully equipped for the 
treatment of pulmonary tuberculosis 


Overlooking city and mountains. Liberal diets, menu 
system. All types of accommodations. Rates: $12.50 
to $15.00 per week, exclusive of medical care. Descriptive literature upon request 
“Write for illustrated booklet” Edwina M. Richardson, R. N., Supt. 
ASHEVILLE NORTH CAROLINA ASHEVILLE NORTH CAROLINA 


ZEPHYR HILL SANATORIUM St. Joseph Sanatorium 


For the treatment of tuberculosis and chronic (Conducted by the Sisters of Mercy) 

diseases of the chest. 

Medical Staff: Fireproof, steam heat. All rooms have| private sleeping 

C.H. Cocke, M.D. S.L.Crow,M.D. J.W. Huston, M.D. porches with private or connecting baths. Graduate 
Mrs. W. I. Abernethy, R. N., Superintendent nurses in attendance. 

ASHEVILLE NORTH CAROLINA ASHEVILLE NORTH CAROLINA 


SUNSET HEIGHTS SANATORIUM 


All rooms with porches, many with private or connect- 
ing baths - wonderful view of city and mountains. 
Open to all physicians of Asheville. 

pow ; Miss Minnie Gibbs, R. N., Superintendent 
nnie L. Rutherford, R. N., Superintendent ASHEVILLE NORTH CAROLINA 


HiILLCROFT SANATORIUM 


Biltmore Station, Asheville, N. C. 


For the Treatment of all forms of Tuberculosis 


VIOLET HILL SANATORIUM 


Owned and operated by Mrs. Florence Barth 


Each room has a sleeping porch with southern exposure. Free automobile transportation to Town 
ASHEVILLE Reasonable Rates NORTH CAROLINA 
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A short time before this patient died of 
suffocation, she developed a suppurative 
pneumonitis in her left lung, due to in- 
terference with proper ventilation and 
drainage. The involvement in her larynx 

ras an infiltration of cords and arytenoids 
with slight ulcerations, and no edema. 

A suppurative mediastinal gland had 
been suspected in this case, but was not 
found. She had been ill only five or six 
months, and her lung condition was not 
extensive. 

The first symptoms of disease in this 
patient were those of a laryngitis. This 
case May serve as an example of an acutely 
progressive one. 

In another case, an entirely different 
condition was found. This patient had 
far-advanced disease in her right lung, 
with only slight involvement in her left; 
her right kidney had been removed and 
she had a right phrenecectomy. In her 
case the calibre of the trachea was not as 
greatly reduced; but there was much de- 
formity from old, extensive sluggish and 
weeping ulcerations. 

This patient suffocated on account of 


not being able to raise her own secretions, 
without having developed trouble in the 
lungs due to obstruction. 

Her larynx showed an old inactive jp. 
volvement, but there was no edema. 

Dr. Chevalier Jackson, I believe, is givey 
credit for expressing the very important 
truth—‘“All is not asthma that wheezes”. 

In our cases of Tuberculosis showing 
symptoms of obstruction to breathing 
which cannot be accounted for in the lungs, 
as in those with some atelactasis or bron- 
chiectasis, or other conditions favoring 
stagnation or secretions, we should always 
bear in mind the possibility of a tracheal 
involvement, and should not hesitate to 
use the bronchoscope. 

The fact that there is some involvement 
in the larynx should not deter us, if more 
important contra-indications are not also 
present. 

When obstruction to breathing is in the 
larynx, there is always present a patho- 
gnomonic sign-market supra-sternal re- 
traction, which is noticeable by its absence 
in these cases. 


FOR ONLY $17.50 PER WEEK TUBERCULOUS PATIENTS CAN ENJOY 


: ; > ... A private suite with screened porch, sitting room and dressing 
alcove. PHot and cold running CWith bath $20.00 to 
DOCTOR M. A. CUNNINGHAM or $22.50 per week.) 
SISTERS OF THE HOLY CROSS .. . Sunshine 80% of the year in New Mexico’s famous “HEALTH 
- ZONE.” Holy Cross Sanatorium is situated at an altitude of 
Holy Cross Sanatorium P. O. 1,830 feet. 
* . .. Complete medical an eneral care in a cheerful, e 
New Mexico 


IEixelusive estates and modern attractive institutions to suit all requirements of 
those seeking the cure or rehabilitation care. 
Thirty-five miles from Los Angeles—altitude 2,000 feet 


McPHEE REST HOME MOUNTAIN VIEW REST HOME 
J. H. BURGAN, M.D., With special diet and therapy for the Rates $25.00 per week and up; 
Medica? Director tuberculous patient's needs. including medical care. 


VALMORA SANATORIUM 


The Old Valmora Ranch : Valmora, New Mexico 


Modern Hospital - Medical & Surgical Roomy, Comfortable Cottages with 
Equipment of the Best. Sleeping Porch & Private Bath 
H. GELLENTHIEN, M.D. 
Superintendent and Medical Director 
Over Thirty Years Experience in the Treatment of Tuberculosis 
and Chronic Diseases. Booklet on Request 
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GRACE LUTHERAN SANATORIUM 


Owned ig he 0 by For Treatment of Tuberculosis | A high class institution 
The American am ante urch SAN ANTONIO, TEXAS Rates very moderate 
For patients irrespective of Accommodations excellent 
denomination or creed Address: Paul F. Hein, D.D., Supt. 


a non-profitmaking CHICAGO FRESH AIR HOSPITAL 


institution for 
HOWARD STREET AT WESTERN AVENUE 


diseases of 
heart and where correct care cures 
lungs Rates from $2.00 Herbert W. Gray, M.D. . . Medical Director 


PORTLAND OPEN AIR SANATORIUM 
MILWAUKIE, OREGON 


A thoroughly equipped institution for the modern medical and surgical 
treatment of tuberculosis. An especially constructed unit for thoracic surgery. 
The most recent advances in pneumolysis applied to those cases demanding 
this branch of intrathoracic surgery. 


MODERATE RATES 
Descriptive Booklet on Request 


| Ralph C. Matson, M.D., and Marr Bisaillon, M.D. 


Medical Directors: 1004 Stevens Building Portland, Oregon 


A modern and thoroughly-equipped institution Medical equipment is complete, with everything 
for the treatment of all forms of tuberculosis. used in the present day methods of diagnosis and 


Beautiful accommodations for patients, including treatment. 
Private suites with glass-enclosed sun_ parlors. A home-like atmosphere is obtained at all times. 


Chest Clinic and Out-Patient Department, 1018 Mills Building 


HEND RICKS-LAWS SANATORIUM 
Cuas. M. HENDRICKS AND Jas. W. Laws, Medical Directors 
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SIMONS, DEWIN J. and SIMONS, JOHN B. 
Problems of the General Practitioner in Tu- 
berculosis. American Review of Tuberculosis, 
30: 398-598 (Nov.) 1934. 

Since December 17, 1929, 30 cases of 
pulmonary tuberculosis have been encoun- 
tered in a general practice centered about 
Swainville, Morrison County, Minnesota. 
Eighteen of these were discovered in the 
routine of practice; 12, through efforts {o 
trace the others epidemiologically. Various 
questions have arisen in this work, which 
are believed to be not peculiar to any one 
practice but to typify the difficulties of 
tuberculosis work in all general practices. 
The purpose of this paper is to discuss 
these problems in the hope that their 
elucidation will assist in the fight against 
the disease in rural districts. 

30th the diagnosis and the treatment 
of the malady are fraught with obstacles 
and pitfalls for the rural physician. Di- 
agnostic difficulties are undoubtedly of 
first importance. These may be divided 
into the problems presented by the atypic- 
al individual case and those concerned 
with the epidemiology of the affliction. 
Questions of correct therapeusis for rural 
patients also must be given attention if 
the disease is to be adequately controlled. 

Attention was first directed to the prob- 
lem of diagnosis of tuberculosis by succes- 
sive epidemics of measles and pertussis 
and the subsequent death of two patients 
from tuberculosis meningitis. It became 
apparent that even the most detailed his- 
tory and~+careful physical examination 
would not disclose every case of tuberculo- 


sis. In addition, repeated sputum exam- 
inations were made, basal-metabolism 


tests were performed when needed and a 
daily temperature record with thermo- 
meter readings taken four times a day 
over a 10 to 14-day period was required. 

However, it was not until the Mantoux 
and Pirquet tests were added to the di- 
agnostic regimen that actual progress be- 
came noticeable. Each patient reacting 
positively to tuberculin has been subjected 
to roentgenographic study. All x-ray 
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plates have been interpreted by either 
roentgenologist or someone specializing jp 
tuberculosis. These two phases of the 
diagnostic scheme have furnished a sgoly- 
tion for the problems presented by the 
individual atypical cases. Until the adop. 
tion of the use of tuberculin in diagnosis 
a sense of insecurity and inadequacy was 
unavoidable. After tuberculin was added 
to the diagnostic armamentarium many of 
the questionable cases were found uw. 
mistakably to be one form or another of 
tuberculosis. More general use of the tu- 
berculin tests by general and rural prac. 
titioners will go far in solving diagnostic 
difficulties in rural districts. 

In general practice outside the cities the 
epidemiology of tuberculosis constitutes a 
real problem, the solution of which is de- 
pendent upon the interest and cooperation 
of the rural physician., Here again tuber- 
culin tests offer the first means of ap- 
proach. Whenever an individual is found 
to be tuberculous through use of the di- 
agnostic schedule previously given, every 
member of the patient’s family is tested 
with tuberculin. After this is done other 
contacts from whom the patient may have 
become infected or to whom it may have 
been spread are tested. The family’s milk 
supply is, when necessary and _ possible, 
subjected to tuberculin tests. Other pos- 
sible sources of infection or channels of 
dissemination are also investigated. Thus, 
then, tuberculin-testing provides the first 
means of epidemiologic diagnosis. 

Although tuberculin is indispensable to 
the unfailing diagnosis of tuberculosis in 
rural districts, its use introduces one of 
the greatest dangers in recognition of the 
disease. This is involved in the interpreta- 
tion of the roentgenogram. It is felt that 
only those general practitioners who have 
had special training in tuberculosis or in 
roentgenology should pass final judgment 
on films of persons suspected of the dis 
ease. 

It is at this juncture that the rural phys 
ician encounters one of his great difficul- 
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“The Potte enger Sanatorium and Clinic | 


For the diagnosis and treatment of diseases of the lungs and pleura; 
asthma and other allergic diseases; asthenics and others who require rest 
Write for particulars and supervised medical care . . . . An ideal all-year location. The 
THE POTTENGER grounds surrounding the Sanatorium are beautifully parked and add much 
y to the contentment and happiness of patients. 
SANATORIUM 


T T Close medical supervision. Rates reasonable. 

AND CLINIC . p 
M. Pottenger, M.D...... Medical Director 

MONROVIA, CALIFORNIA J. Ke. Pottenger, M.D. Assistant Medical Director and Chief of Laboratory 
lwroy T. Petersen, M.D. ‘ Assistant Physician and Roentgenologist 
M. Pottenger, Jr., M.D. Assistant Physician 


BARFIELD SANATORIUM 


In the Delightful Sunshine of Tucson, Arizona 


EXCELLENT ACCOMMODATIONS 


KARL BARFIELD SAMUEL H. WATSON, M.D. 
Medical Director 


Managing Ownes 


Southwestern ALBUQUERQUE; 
NEW MEXICO 
Presbyterian Sanatorium 


A well-equipped Sanatorium in the Heart of the 
Well Country. Rates $60.00 and $65.00 a Month. 
Rooms with Bath at higher rates. Write for Booklet. 


LAUREL BEACH SANATORIUM 
SEATTLE (On the Salt Water Beach) WASHINGTON 


A private sanatorium fully equipped for the modern treatment of Chest Diseases . . . X-Ray, Fluoroscope, 
ax, Phrenectomy and Thoracoplasty . . Special diets when required; private and semi-private 
rooms. Rates: From $25.00 per week up, pagers medical care. 

Frepentcok M.D. Joun Newson, M.D. MayMoenp TENNANT, M.D. 


LUTHERAN SANATORIUM 


WHEATRIDGE, COLORADO — NEAR DENVER 
A Church Home Fully Equipped for the Modern Diagnosis and 
Treatment of Tuberculosis 


Feiertag Superitendent 
» W. Frank, M.D..... Uedical Dircet 
A. R. Masten, M.D. vesident Physician 
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ties in connection with the problem. The 
patient is reluctant to incur the expense 
of the Mantoux test and x-ray study, and 
when the doctor mentions the additional 
fee for interpretation, the patient often 
refuses to let the film be taken and also 
assumes that the local physician is culpa- 
bly ignorant. This problem could be solved 
by the designation of some individual or 
institution by whom or where accurate in- 
terpretation of thoracic film of tubercu- 
losis suspects could be obtained without 
cost to the patient or rural practitioner. 
Since this would overcome one of the prin- 
cipal obstacles in correct diagnosis of tu- 
berculosis in rural patients, the expense 
would be justified eventually by the ad- 
vancement of the anti-tuberculosis cam- 
paign whichit would aid. 

Therapeutic difficulties are less clearly 
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defined. Still, proper management of 
cases found in rural practice would up. 
questionably reduce both the incidence of 
and mortality from the disease. The care 
of the tuberculous patient in the rural 
home holds forth little promise of desir. 
able results. This is not due to the treat. 
ment advised but to the treatment actually 
followed by the patient. Minor variations 
in one phase or another could possibly be 
well borne, but each deviation soon leads 
to other concessions until the ultimate 
home treatment amounts to no treatment 
at all. 

Solution of the financial problems de. 
pends, of course, upon either provision of 
sanatoria in each county or the gradual 
education of the public to the necessity for 
this form of treatment so that permission 
can be obtained for such care in all cases. 


CASE REPORTS* 


ASPERGILLOSIS 

By W. Rufus Smith, M.D.. Knoxville, Tenn. 

Mr. S., age 45, weight 133, general ap- 
pearance fair. In May, 1933, he developed 
a slight cough, bringing up a lump of ex- 
pectoration every morning about the size 
of an average marble. This sputum was 
very tenacious and was dotted with black 


specks. He had some dyspnea, appetite 
was fair, no energy, and was losing 
weight. He had had a few mild night 


sweats at the onset. 

Past history of influenza in 1919 or 
1920, with a very slow recovery. No other 
diseases of importance. 

Physical examination of all systems 
were negative except the chest. On the 
right side there was diminished expan- 
sion and slight impairment of resonance 
over entire chest. Breath sounds were 
harsh, and there were occasional dry rales 
in right apex. Breath sounds were mark- 
edly diminished, and a very few distant 
moist rales in the right base. Left chest 
revealed no abnormal findings. 

Blood and urine revealed nothing ab- 
normal. Six sputum examinations were 
negative for tubercle bacilli, but one or 
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two revealed some abnormal cells, which 
I took to be some form of fungus cells. 
After several cultures of sputum were 
made, a pure growth of aspergillus fumi- 
gatus was obtained. 

X-ray of chest revealed small amount 
of fibrosis in right apex. There was con- 
siderable fibrosis with a round, infiltra- 
ted area about three inches in diameter 
in the right base. 

Of all the literature I have been able to 
review, it seems that everyone is agreed 
on the iodides in one form or another, 
given orally or intravenously, and to be 
given in large daily doses. This is no 
specific, though it does cause marked im- 
provement in some cases. 

In discussing this case, one can readily 
see how easily a diagnosis of tuberculosis 
could have been made on the history, 
physical findings, and the x-ray findings. 
I placed this patient on the same routine 
as used in the treatment of tuberculosis 
and gave him 45 grains of potassium it 
dide orally, 15 grains three times daily. 
Up to the present time, the patient has 
shown remarkable improvement in every 
way, being entirely free of symptoms with 
little or no physical findings. 
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PALMER SANATORIUM 


SPRINGFIELD 
ILLINOIS 


A Private Sanatorium of the Highest Class. Very moderate inclusive rates with no extra charges. Fully 
approved by the American College of Surgeons. Unusual refinements of service. New and modern build- 
ings and equipment. 

A CONVALESCENT SECTION for non-tuberculous convalescents. 
Circulars on request: Dr. GEORGE THOMAS PALMER, Medical Director. 


SOUTHERN SIERRAS SANATORIUM 


BANNING, CALIFORNIA 


Location, near but not directly on the desert (altitude 
2,400) combines best elements of desert and moun- 
tain climates . . . A sustained reputation for satisfac- 
tion, both among physicians and patients . . . Send 
your next patient here, and you may be assured of his 
receiving maximum benefit, and of his full gratitude. 


Cc. M. Medical Director 


ROCKY GLEN SANATORIUM 


McCONNELSVILLE, OHIO 


For the Medical and Surgical 
Treatment of Tuberculosis 


Medical Director 
Columbus, O. 


DR. LOUIS MARK, 

677 N. High St., 

H. A. PHILLIPS DR. D. G. RALSTON 

Superin. endent Resident Med. Director 
DR. A. A. TOMBAUGH 

Resident Physician 


Graduate Nurses 


Where the science of treatment is first Beautiful Surroundings Reasonable Rates 


THIRTY-FIVE YEARS OF UNRIVALED SERVICE FOR THE SICK HAVE MADE 


At. Joseph Sanatorium and Hospital 


ALBUQUERQUE, NEW MEXICO 
The Most Beloved and Famous Institution of the Southwest 


MARYKNOLL SANATORIUM 


MONROVIA (Maryknoll Sisters) CALIFORNIA 


A sanatorium for the treatment of tuberculosis and other diseases of the lungs. Located in the 
foothills of the Sierra Madre Mountains. Southern exposure. Accommodations are private, mod- 
ern and comfortable. General care of patient is conducive to mental and physical well being. 


SISTER Mary Epwarp, Superintendent E. W. Hayes, M. D., Medical Director 


METHODIST SANATORIUM 


ALBUQUERQUE, NEW MEXICO 


, A modern sanatorium for the Tuberculous — Four large modern well-equipped buildings and fifty cot- | 
tages surrounded by beautiful lawns and trees — Open to all physicians — Rates $50.00 to $75.00 per i 
month — medical care extra. MRS. MINNIE G. GORRELL, Superintendent |} 
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MODERN METHODS OF DIAGNOSIS AND TREATMENT 


amination and x-ray is not much help be- 
cause of the collapsed lung, the blood sed- 
imentation test gives us a very accurate 
indication of the healing process. The test 
is very simple and consists of reading the 
sedimentation of a column of citrated 
blood in millimeters of one hour. 

This brief resume of some of the mod- 
ern methods in Tuberculosis, shows, I 
think, that the diagnosis and treatment 
has advanced rapidly in the last few years. 
The newer procedure in treatment may in 


THE TREATMENT OF 
combined efforts of organized medicine, 
the public health service, and the govern- 
ment. Educational programs sponsored by 
these agencies have served, and will con- 
tinue to serve, a great purpose, but they 
have accomplished nearly as much as is 
in most states. The only logical 
course to take in the future is to provide 
means for the scientific segregation and 
treatment of every patient suffering from 
this disease. If such segregation were 
made compulsory as in other contagious 
and infectious diseases, and could be main- 
tained through one generation, the tuber- 
culosis problem would resolve itself into 


possible 
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TUBERCULOSIS IN THE HOME 


(Continued from page 13) 


all fairness be compared to the discovers 
of Insulin for Diabetes and liver extrag 
for Primary Anaemia. The public is b@ 
ginning to realize the value of these meg 
sures. The treatment of our Tuberculoug 
patient is not the simple matter it was tel 
or fifteen years ago when it was just 
case of putting him to bed and keeping 
him there. We must always consider oug 
tuberculous patients carefully as a pom 
sible candidate for one of these newellmm 
methods of treatment. 


(Coutinued from page 16) J 
no problem at all. Shall organized medij 
cine perfect a plan or shall we iet the govg 
ernment do it? q 
SUMMARY 

1. Home treatment is merely a subst 
tute for sanatorium treatment, made neg 
essary by economic conditions. 
2. The disadvantages of treatment i ing 
the home are pointed out. 
3. A suggested regime for home car@ 
is given. 
REFERENCES 
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SUNMOUNT SANATORIUM mexico 
FRANK E. MERA, Medical Director 


Known for over a quarter of a century for its comfortable accommodations, its excellent table, 
its views and interesting surroundings and its climatic advantages. 


Information 
and Rates 
on Request 


ST. VINCENT SANATORIUM 


TUBERCULOSIS IN ALL FORMS 


Robert O. Brown, M. D. 
Medical Director 


SANTA FE 
NEW MEXICO 
Conducted by 
SISTERS OF 
CHARITY 


DOCTOR: SEND YOUR NEXT PATIENT TO THE 


NORUMBEGA SANATORIUM[J 


MONROVIA — CALIFORNIA 


A modern 18 bed sanatorium with a double suite of rooms for each pa- 
tient; beautifully situated in the foothills of the Sierra Madre mountains. 


FRANK PORTER MILLER, M. D., Medical Director 
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